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'V THE

'HE ACCIDENT

Patrol Squadron SIX temporarily based at the NAF Naha Okinawe, published

a flight schedule, which included P3A Bureau n 151 8 —
PC~9 with crew 6A, LCDR [[ENEISHENEEEEEENEN/1310 FPPC to fly a six
hour ASW training flight on 5 April 1968, Take off time was to be 0500011,
Enclosure la,

Tre Patrol Plane Commander LCDR_ USN filed his flight
clearance form DD175, enclosure 1 , and proceeded to his aircraft (PC-9)
A prerlight inspection was conducted and the engines started at approx-
imately 052340I. A check of the Naha AB tower records showed that PC=9
took off at 0523501, Enclosure 2.

with LCOR HEMEM in the left seat and LT Fred corvett IENENN: s
in the right seat PC-9 proceeded as per the filed flight plan route
to the operating area at 7000 feet. PC=9 arrived in the vicinity of
27-00N, 130-02E at 0500251 to relieve PC-6, PPC LCDR and
crew 5A. As PC-6 was engaged in a free play exercise with Salde
Rock AG (S8)274, and 25 minutes remained until finex, LCDR“
requested that PC-9 wait this additional time to allow pletion
of the exercise, This request being agreeable to LCDR he moved
south approximately 15 to 20 miles and began to stabilize the air-
crafts navigational ground plot in preparation for his first exercise.
The plot stabilization was carried out at 700 feet and no malfunctions
of the autopilot or any other system were noted, PC=9 reported on
station to the U.5.5. Rock at 0500521 and Comex of the exercise began
at time 0501051, The position of the submarine and aircraft at Comex
was 27-06N 130 O2E, as listed in the records of the U.S.S. Rock.
Enclosure 3b,

After Comex PC-9 retired to the North and returned to datum after
a delay of 5 minutes (050110), The first scnobouy was placed North of
datum, the second at datum, the third sonobouy was place south of datum.
The aircraft them began a right hand turn to cross a position 3000
yards west of datum on a heading of 090 for the fourth sonobouy drop,
On top of this intended position the sonobouy released malfunctioned
so the aircraft continued 090° and crossing datum placed another
sonobouy to the East of datum., A ninety two hundred seventy degree
turn maneuver was accomplished to bring the aircraft over the eastern
sonobouy on a heading of 270, The aircraft passed over the eastern
sonobouy and on past the datum sonohouy and then dropped the fifth
sonobouy west of datum as depicted in enclosure 3a. Information gained
from these drops led the Tactical Coordinator to place the submarine
to the Southwest of datum and he requested the Plane Commander to fly
around the outside of the pattern for continuation of the problem,

After passing the western sonobouy the Plane Commander began a
27° angle of bank turn to port. This turn was shallowed out when the
TACQO requested the aircraft to remain on the edge of the pattern,

The exact angle of bank is uncertain at this time, It is at this point
in time, approximately 0501201 that PC-9 contacted the water. The
weather in the exercise was not a factor, Enclosures 3 thru 8.
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Part VII The Investigation and Analysis

All statements and information gained during this investigation
are believed to be creditable. (Enclosures 4 thru 8, 12, 13, 1, 15)

-on [[flllba¢ f1ovn a VR/SS training flight the night prior

to the accident during the same hours (0000-0600) ard with the same
exsrcise submarine, This previous flight was the first flight he had
flown since 23 March., He and his crew had been in Hong Kong from

26 March to 2 April. They had not flown for a period of 11 days and
this first flight was a midnight VP/SS training flight on 4 April,
During this flight (night before accident) LCDR had experienced
some disorientation. It had been caused by the auto-pilot flashing
warning light "Blinding" him and there was no outside visual reference.

he impression mede by the flashing light was quite vivid and LCDR
* mention it several times in his statement and in conversation
with others. He had mentioned that it took some time for him to
~a-pstablish his spatial orientation. The vivid impression made by
the warning light may have well ‘established a reference frame in his
mind that with such a warning available, he would not be able to deviate
from his chosen engaged altitude without this obvious warning, It is
likely that he considered the auto-pilot flashing warning as & primary
safety of flight instrument (when operating in an auto-pilot mode).
Consequently, in the absence of the warning or its failure, he would
not be as quick to note an altitude deviation.

Upon returning from this previous ASW [light (at 0600), the crew
wasn't, scheduled for another flight until 0BOO the following day. They
went to bed under this assumption. A schedule change was made to allow
anct her crew to have the daylight period for a more difficult qualification
exercise. This change moved Crew 6 (LCOR [l up to arother midnight
takeoff. There were some hitter remarks made by several of the crew's
Officers concerning the change, particularly when in their opinion they
didn't need sub time since they had all the required qualifications,
and had proven their proficiency just the night before, However, when
reporting for the flight they appeared rested and in good spirits.

Pre-flight, taxi, take-off and flight enroute to operating area
brought out several factors which may have irdicated some frame of
mind established prior to the crash, FPlayback of Naha Ground Control
tape reveals a sleepy OT groggy inflection in the Co=-pilots voice. Of
notewas what sounds like a yawn while reading back the climb instructions.
The aircraft was cleared to 5,000 feet initially and after take-off was
cleared to 7,000 feet by the Center. After arriving on station to relieve
the aircraft who was doing VP/SS exercises there were the standard relief
communications. At this time the PPC of the aircralft being relieved
(PG-06) noted that an apparent lack of usual vitality in the radio trans-
missions by the Co-pilotof PC-09, LT CORBETT, The bland radio ccmm., Was
ot normal for LT CORBETT and unusual to the extert that the other air-
crafts pilot commented on it. The evident lack of energy reflected in
the Co-pilots UHF communications reflects either an apathetic attitude
or some indication of incapacitation. No medical evidence was obtained
to support the latter,

After arriving "on station" and establishing communications and
visual contact with the other aircraft (FC-06) they learned tha PC-06
would be inwolved in an exercice for about 30 minutes. So they proceeded
to the south to stabilize their navigation ground plot.
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During this plot stabilization LCDR -wu intent in improving

his MAD cloverleaf tactics as he helieved he had become sloppy

with this tactical maneuver. They decended to 700 feet, turned

on their radar altimeters (pilot and co-pilot), checked the

radar altimeters working and limit set at 500 feet. also

set mareuver flaps and held about 200 knots. LCDR exper-
imented with techninques to arrive over a reference po on vare

ious headings, using a set angie of bank. He determined that after
c=ossing the reference smoke, he would remain wings level for about 10
seconds, then rell into a 279 left bank which worked out just right to
retum to this reference smoke on predetermined heading. 8ig-
nificance attached to this 277 angle of bank is that LCDR refers
w 27° often in his discussion, Alsc, his initial statments show

him to believe he was in & 279 anple of bank just prior to water impact,
This 270 was another factor which was firmly implanted in his mind and
subsequent aptroach to the tactieal problem., So much so that he en-
tered this meneuver (279) when the tactics being employed did not call
for its use.

Transplant, 6 completea hir exercise, the sub came to communication
dapth und Trznsplant © gave his on station report. LTJC
(Tactical coordinator) (TACCO) also obtained a Lime check with the
submarine, USS HOCX (AG(SS) -274). At tLime OlCS the aircraft marked on
top of the sub and cmmenced n Julie(Julie tr ining exercise).
Aircraft configuration: Maneuver {laps, 190-200 KTS, 650 ft. altitude
(both pressure and radar), rodar altimeter working and limit set at
500 ft. autopilot engaged with burometric hold enpaged and control
vheel steering selected, The aircraft proceeded outbound to the
Northeast and, after two minutes reversed course to recross the
initial datum on a southerly course. At time Ol10 the aireraft
conmenced dropping a Julie pattern, dropping sonobouys 1, 3, 5 on a
south heading. (#3 being close to the original datum) LCDR
remembering Fie previous experiments of wirgs level, 279 angle of bank
atlempted Lo use this mancuver after mukirg the last drop,."It suddenly
dawned on me that's pretty stupid" (under drug interview). He then
continued out to the west Lo retum to the datum (#3) on an casterly heading.
The Tacco (LTJG—) was going to "cross the T intending to drop
sonobouy #7 3000 yds. short (to the west) of datum. However, when he
attamited to make the drop the sonobouy didn't drop due to 2 faulty circuit
but the tw quick attempts did fire two smoke markers at that pesition,
The aircraft proceeded on across the dstum and dropped sonobouy #9 to
the east. A 90/270 degree turn starting to the right was exscuted ard
the aircraft returned over the datum heading west in order to replace
the one sonobouy which had not released (l??. Information gained up o
this point gave n suspected fix on the submrine to the southwest of datum.
Continuing on to the west LCDR [[lllsaw two smoke markers and was about
to stop a third from being placed at the same position.
"Bright as it is tonight, that's all I need is extra smokes",
(drugged recall), However just as he was about to say something he
heard the smoke marker fire uling with soncbouy #7. After this drop
he again was going to use the 10 sec wing level 27° bank. "“270 left
turn-hmm-why 27°? 1 learned a minute ago," (drugged recall)
He had mentally fixed the sub's position and was intending to retum to
the datum sonobouy in anticipation of the Tacco's directions. However
the Tacce decided differently and told him to bomb the perimeter sonobouys.
Two things are significant at thies point: one that the 27° maneuver
was not appropriate for the tactic and this realization could inject a
confusion factor, another was his mental picture of where he was
heading had changed, which also could produce a confusion factor, It
should be noted that the aircraft at this time was less than one minute
from crash, approximately Ol19.
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The Tacco had said to go into a 3000 yard orbit around datum and bomb

the rerimeter senobouys. The closest sonobouy they could fly to wars /5

( the southern one ) so ICDR shallowed his angle of bank, Since

he nad no reference in the cockpit to locate #5 (the CTP(ground track
plotter) was off), the OTPI (on top position indicator) wasn't homing and
there was no smoke light at #5 position, he was positioning the airecraft
in an orbit using the smoke lite on #3 sonobouy as hiz reference. It

was unahble to racall his altitude, airspeed, angle of bank (aceurat ely)
vertienl speed or radar altimeter reading at this point, It was evicdent
fpom interviews, particularly the drug recall, that he was depending a
grest deal on the smoke markers tc set up for the ensuing tactice, This
tim= the aircraft was just seconds from crash. The co-pilot was talking
to the Taceo over the ICS telling him there was no smoke on #5, that the
OTP'T wasn't homing and trying to decide how they could find it. The engineer
was setting the sonobouy channel nurber for the OTPI. The pre-occupation
of the co-pilot and enginc¥ is sipgnificant because this was just secords
befcre water impact.

“he next thing the pilot can recsll is seeing the water imnedinte-
ly in front of him realizing he wes going to impact. He recalls that his
mind Mlashed, but T d:idn't et an auto-pilot flashing warning light" and
"why didn't get a radar altimeter warning flash?" He is certain pis
reflexes attemptes to roll wings level, but the next thing he reumenbered
was being pulled down in the water still in his seat. vreckage inveetigation
reveals that the aircraft did impact with nose slightly high 2-6°, slight
left wing down and a low rate of decent (00 ft./min., or less). tie released
his quick disconnect, got free Crom the seat, but his shoulder straps were
hung on something. He finally released the straps ané made it to the
surface, attibuting his scuba diving experience in helping hin ascend from
a relatively decp position without panic. The subsequent use of survival
equipment and rescue by the USS 20CK is included in the enclosures,

1, Personnel factors

s, Pilot factors. LCTR -13 an experienced VF/Anti-subnarine
warfare pilot with ample I3 experience (enclosure 16). Several factors
preceeding the accident are sign.ficant.

1. The auto-pilet flashing warning light, on the previous flight
had implanted a vivid impression, partly because of its brightness
and because of the resultant disorientation. He fully expected
that flashing light to warn him if his altitude varied fronm the
selected baro-hold. Tt should be noted that a baro-hold malfuncticn
would not trigger the warning light and in fact could lose altitude
(assuming @ malfunction) without any auto-pilot warning indication.
¢ degree of complacency was injected as a result of his impression
concerning the warning light  Had the barc-hold paddle switch been
inadvertently disengaged, with control whecl steering selected, the
aircraft could have easily descended without any auto-pilot light warning.
This particular mode of opsration is a narmal one. It would have been
possible for the engineer to have inadvertently bumped of f the paddle
switch when involved in making an OTPI selection.

Subsequent to the accident several sireraft were flown and tested
to approximate any condition which may hsve existed as to auto-pilot
operation. Pirst, without the auto-pilot engaged itsas noted thal under
normal control pressures the inherent aircraft stability would cause
loss of only 200-300 feet of altitude before the increased airspeed
would cause a climb oscillation. With the auto-pilot engaged, baro-hold
off and control wheel steering used, the same altitude stability existed
provided that no fore or aft pressure was applied to the control wheel.
If any forward (nose down) force was epplied, then that attitude (nose
down descending) was maintained. It iz likely that the latter node
existed at the time of inadvertent descent and impact.
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The auto-pilot disengage buttons are located on both the pilot's
and co-vilot's yokes. It is standard procedure for most pilots to keep
their index finger very close to the button when flving at low altitude
with the auto-pilot engaged. The reason for keeping the finger very close
or in many cases riding lightly on the button is to enable an immediate
disconnect in the event of a malfunction such as a2 pitch down, If the dis-
connect button was inadvertently actuated, the auto-pilot would disengage.
Thers is no warning light which would tell the pilot that he (or the co-
pilot) had disengaged the auto-pilot.

2, LCDR _dut.erminablon to use a bank angle of 27° in order to recross
reference points is considered a confusion factor. The initial and con-
tinuous reference to 27° indicates a pre-occupation with a particular
maneuver, Where the confusion would arise is the maneuver wasn't appli-
cable to the tactic, yet LCDR -initiated it twice, both occasions
catehing the error, but one of the times it was used within a minute of
the crash. It 1s likely that the pre-occupation contributed to confusion
or slight disorientation.

3. There was an established attitude of supreme confidence in the co-
pilot's (LT CORBETT) sensitivity to low altitude flying. Tae PFC as well
as the Tacco repeatedly commented on how LT CORBETT would always remind
the pilot il he deviated, no matter how slight, from an established minimuwd
altitude, It is apparent that LCDR annot believe that his co-pilet
would allow him to decend below the riered minimim 500 feet. Though the
ilot must rely on his co-pilot as a safety monitor, the super faith LCDR
ad in LT CORBETT's sensitivity to altitude may have allowed com-
placency to creep into his own scan of the altimeter.

L. The aircraft descended from a stated 650 feet into the water in ap-—
parent 1G maneuver. How the aircraft descended 650 feet without the pilot,
co-pilot or engineer noting the descent or radar altimeter red warning
light is the primary question. Tt must be assumed that either they were
all incapacitated or had their attention directed elsewhere.

(a) Incapacitation is a possibility, but unfortunately there was no
medical evidence obtained to support this possibility. Additionally none
of the survivers mention any form of drowsiness or other incapacitating
feature. However, evidence obtained in the various interviews and inves-
tigation indicated a certain drowsiness (lack of sharp perception) in
both the pilot and co=-pilot.

(b) Attention diversion. It has been established that the pilot
was flying a pattern using an axternal reference (smoke lights) for pro-
bably 40 seconds prior to impact. The co-pilot was attempting to locate
the next sonobouy by attempting to see it and by trying to get a homing
signal. He also was engaged in an 105 conversation with the tactical
coordinator just prior to the crash. The flight engineer though not a
primary safety monitor usually watches altitude deviations and this engineer
was no exception. However, he was also enga in selecting a different
channel on the OTPI. In one interview, LCDR mentions that LEACH
(the flight engineer) was possibly using his flashlight in order to see
the channel selector accounting for a possible attention diversion. Also,
if the engineer was using his flashlight, even with a red lens, it could
nullify or reduce the cffectiveness of a radar altimeter warning light.

SPECIAL HANDLING REQUTRED IN ACCORDANCE WITH OPNAV INST 3750.6 SERIES
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(5) The P3 aircraft tendz to brecd complacency. It has an excellent
autopilot which will hold a selected altitude. If the autopilot fails

there age obvious warnines which tell the pilot of the failure (normally).
Qver-relismce on this system must be included as another possible
contributomy lactor. LCDR im convinced that he was flying with the
autopilet cngaged and maintaining altitude, yet it had either failed or had
been inadvertently disengaged. Hegardless of why the autopilot did not
maintain the altitude the fact remains that the aircraft did descend without
anyone realizing it, This fact suprorts the r~eliance and possible complacency
concerning the aireraft and its "fail safe" syat-ms.

(6) The P2 aircraft is a high performance aircraft. LCDR —haa
stated that most second tour VP aviators are "low performance" aviators
(reforring aircraft types ratner than performance of pilots). He believes
bhat it ie most difficult inr an aviator who is oriented to the "low and

jow SP5 and 37 % %o be mentally or psychologically prepared for the high
certormance cha~acteristics of the P37, A pilot used to the "seat of the
rants"  feel from flying older tyre VP airsraft or even proficiency tyoe
~ocir, aircraft may not be cuite vrepared to step easily into an asirceraft
that e=sentially has nc "fecl" and can dmov altitude rapidly and suddenly.
Tt is not. a direct contributing factor, but one note worthy of mention
because it reflects LCXW-ohioniorA The board acknowledges this as
a possible factor in avialion. but not, consitered as a prevalent factor.
Tt i9 noteworthy that 1COR -ar'waw-nf.‘.v rlaces himself irto this cat-
EROTY.

(7) & related factor to (6) above is the uce of the flight engineer to

make pover corrections in order to maintair a srecified airspeed, Though

it is entirely acceptable for normal takeoff and cruise conditions there

a-e some points to conzider when orerating in low altitude, ASY taetics.
3ince the P? is a high rerformance aircraft, slight changes in angle of
attack «ill vary airspecd and assuming the engineer is adjusting power,

trim changes could well be masked. Additionally, a habit pattern of reliance
on the engineer to maintain a piven airsreed could allow the nilot's scan
rattern to relax.

2. Supervisory Factors

This accident haorens to fall into a near perfect category
relative to the evident lack of supervisory error as 3 contributing
factor. The vilot and crew were well trained and very proficient
in ASW as evidenced by their current qualifications and recent performance.
In sddition to having just returned from =even davs of liberty in
Hong Kong they apparently had sufficient sleep orior to the flight,
Tn all obvious resvects they were ready to po.
a. The one supervisory factor which cortributed, and had it been
eliminated the accident mav have been prevented, was the lack of RAWS
gRadu' Altitude Warning Svstem) installation in the aircraft. Last
year's Safety Synopsium recognized the necessity for PAWS and retro fit.
This command urgently requested retro fit of RAWS prior to deployment
(enclosure 17) but as of this date has no RAWS equivved aircraft,

b. "If there is any one controlling thing in safety and accident
prevention, it is the attitude of the individual", Tn this difficult

to gpauge area a contributing factor may well have existed. It is time we
stopred being oblivious to peorle as human beings and categorizing them
with the rest of our military machines carable of maximum verformance
for unlimited periods of time.

SPECI AT HANDLING REQUIRED IN ACCORDANCE WITH OFXAVINST 3750.6 SERIES
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Human factors kill mere people in aviation than any other cause. Why?
Attitude! Though this facter is often difficult to detect we nmust extend
ourselves on all levels to uncover any instances of dissatisfaction

and correct the situation. Research on the possible human factors and
attitude in this instance back over the prior three months mroves

more than is initially evident, The operational tempo of flying for
this perlod had been close te the limit possible for continuous operation.
This particular crew averaged over 100 hours of flight time per month
since Jammry. During this period & rate of operations had been estab-
lished that could be accepted as it was in support of their shimmates
captured by the North Koreans. It could have been maintained that in
time of national emergency or even for other operationsl type flying
required in this area of the Facifie, However, in addition to the

teavy tempo of operational flying Lhere have been ASW training periods
available, In order to peak up the crews ASW readiness, all submarine
services were accepted. As these services were flown in addition

to all operational commitments the stage was set for discontent, It is
a known fact crews resent training flights when they are already working
12 out of every 14 days and in many cases they go for weeks without a
true day off, Thus a possible poor attitude on the pert of sone or all
the crewmembers may hsve been established.

C, This crew was not mentally prepared for a schedule change

which put them in snother midnight to 0600 f£light, a most undesirable
flying period. The schedule change was precipitated in order to put a
orew who needed the more difficult qualification in the daylight period
for which erev six was originslly scheduled. Though the total rest time
obtained between the flight appears adequate what is adequate rest betueen
two midnight take-offs? Evidence reveals that drowsiness and lack of sharp
perception contributed to the accident,

D. It is a revalent attitude in VP aviation to never turn down
offered submorine services. It is wnderstandable that the attitude
exists because Commanders desire a 100% ASW proficient unit as well

as reaching the coveted "Alpha" status with all crews. There are times
when the Ycan do" spirit goes beyond the capability of the tindividuals”®
themselves and that is when an attitude conducive to carelessness and
apathy creeps in. Occasionally some commanders become SO intent on sur-
passing previous performance that the human factor is often subjected
io more than can be absorbed and the resultant disinterest and "so what”
attitude all too frequently ends in tragedy.

E. One other not 8o obvious supervisory srea is pilot currency

and proficiency. The accident occurred on a flight which

originated less than 24 hours after completing a similar night

£light on 4 April. Prior to the 4 April flight the pilot had not
flovn for eleven days. The question of whether or not a pilot is
current involves more than a simple analysis of when he last flev

and what type flight it was. In genersl, no one other than the

pilot himself can judge the other factors, As for the time between
flights, perhaps it is indicative that LCDR had felt very uncome
forteble during his flight from midnight to on the Ath., He adnits
to several periods of disorientstion and was very upset and impressed
by the autopilot flashing warning lights which had illuminated dwring
the last ten minutes of the on-station time, The true significance

in this case may have evidenced itself within 20 minutes after crew 6 Comexed
their first exercise on 5 April 1968, After only one howr and thirty-
one minutes of flight time, during an exercise which the crew abeard
had performed several. times in the recent mst, the aireraft immcted
vith the water.

SPECTAL HANDLTNG REQUIRED IN ACCORDANCE WITH OPNAVINST 3750,6 SERIES
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The recollections of the pilot are well-documented elsewhere in this
report, His main concern just prior to impact apparently centered

not on his primary flight instruments, but-on the warning systems designed
to prevent the very thing which was occurring. In a situation where

life and death was evidently at stake, a very experienced ASW pilot

vas in a situation from which he could not safely recover. It must be
assumed that some factor involving the pilot's recent experience

and/or the lack of same contributed to this accident, The evaluation

of pilot proficiency and traini also involves self evaluation. A very
intelligent analysis by LCDR *appears in enclosure 4d to this report.

Some thought-provoking facts are brought forth, All aviation supervisory
personnel would do well Lo make 2 critical evaluation of their areas

of responsibility. The contribution of the proficiency and training
factor in this accident is con=!dered very probable,

3. Material Factors

a. There are various modes of operation of the PE-20N, Automatic
Flight Control System (AFCS) and chree similar channels operate the
control surfaces on the F=3A during flight with the AFCS switch

in the ENGAGE position. The elevator channel controls the attitude
and s altitude of the sircraft, depending on the mode selected.
LCDR indicated the mode of operation as: AFCS engaged, Baro Hold
selected and control wheel steering selected. Aircraft configuration
was with maneuver flaps extended. This discussion assumes all these
conditions prevailed at water impact,

A possible misconception should be cleared up in that the
auto-pilot/radar altm. warning lights located on the pilot's and
the co-pilot's glare shield will not illuminate merely because of
excessive altitude deviations while operating with Baro-Hold sel-
eoted for altitude control.

It is conceivable that an improper signal or the lack of a
proper one within the altitude control eircuitry at some point
during the exercise would allow the aircraft to descend fromthe
500-600 feet altitude to the water with no warning from the auto-
pilot, The lack of an appropriate nose-up signal from the versine
circuit to compensate for loss of 1ift in a bank is an obvious example,
Other possibilities exist.

Any bank angle above 45° exceeds the AFCS' capability to main-
tain the aircralft's altitude resulting in loss of altitude with no
further corrective action taken by the pilot.

Either or both of the cited situations could have been contributing
factors. The lack of proper control signals is probably remote con-
cidering the built-in reliability and warning circuits. Exceeding
the capabilities of the system is always a possibility when some degree
of disorientation or precccupation is present, Descent under one or
more of these conditions is considered a possible cause factors.

b. Regardless of the conditions which brought about descent to

water level the APN-117 Radar Al‘imeter also has a built-in visual
system, Once the indicator pointer is set at a given altitude

(500 feet in this case), descent to a lower altitude automatici lly lights

a red warning light on the imicator. The standard warning li st cover br

the indicator light can be dimmed and, whether dimmed or set bright,

the lens: is only approximately on-guarter of an inch in diameter. A

replacement light cover is available and in use which is non-dimming

and completely translucent. Since there is no way to determine for

sure which type cover was installed in the aircraft, it is reasonable

to assume it was the standard, dimming type. Whether it was set to the

brignt position or not, it is considered an inadequate warning ard,

therefors, contributing factor.

L &:_'mﬁ NATOPS requirements or procedures were not a factor in this

acc nt . 15
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0305

0310

0319
0321

0325

0332

0335

0345
0355

0403
0404

0412

0415

Changed speed to 14 knots.

Sighted red flares ahead bearing 193. Changed course to head toward.
Rang General Alarm. Called avay the Man Overboard Party. Brought
search lights, divers lights, spotlights, battle lanterns, and flash-
lights to the bridge. After sighting flares ahead, the merchant was
off our starboard side about 095 relative. The Quar‘ermaster of the
Watch tried to establish conmunications with_ the merchant and did.
We asked if the merchant had picked up any survivors. The merchant
tangoed for the message but never answered. The flashing light was
then used for illumination for rescue,

Sighted :raft in water with four men aboard.

Alongside liferaft. Merchang ship bearing about 190, range about
10,000 yards, showing stern aspect.

Have all four aboard. Have liferaft aboard. The survivors are:

LCDR usN, (NN

LTJG , USN

AD3 USN,
AXAN USN,

Attempted to contact Okinawa Control on 2715 KHZ = no answer.

Attempting to contact merchant via flashing light. Changed course

to the right and the merchant was bearing about 190 and again tried

to contact by flashing ligh. Again, we could not establish communica-
tions and the light was needed for illumination. About five minutes
later the merchant was steaming over the horizon. The merchant did
appear for awhile to be searchinp for sirvivors.,

Changed speed to 5 knots to continue search for survivors.

Came around to the north-northeast and searched vicinity up wind
about one mile from pickup point.

Came around towards south to search downwind of pickup point.

Secured engines. Answering bells on the battery to listen for survi-
vors while searching. Continued toward south.

TOD of initial SAR Incident Message. ROCK DIG 041333Z.
Attempted to contact SAR Area Commanders on 3310 Kuz, 10900 KHZ,

Pick up point bears 013, 2,700 yards (from DRT). Chansed course to
270.

Attempted to contact the 313th Air Division, Okinawa on 3310 KHZ =
no answer.

2
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L142

1923
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AXAN q USN, _ was transferred to helo. Helo
was low on fuel and decided to land on USS REEVES (DLG 24), which was
arriving in the area, to effect transfer of the remaining survivors.
ROCK proceeding to rendevous with USS REEVES to effect transfers.

Commenced transferring remaining survivors via small boat. Completed
“ning LCDR USN, rric IS, Usv,
and AD3 , to the USS REEVES. ROCK re-
turning to the search area. REEVES enroute to Buckner ray to debark
survivors. :

Commenced an expanding sector search from the pickup point south.
Recovering various pieces of debris.

USS SURFBIRD (ADG 383) arrived on the scene to join in search. Given
station 270, 2,000 yards from ROCK.

Returning to the pickup point to recommence the expanding sector search
to the south. SURFBIRD recovered some pileces of insulation during the
night.

TRANSPLANT TWO amived on the scene to assist in the search. ROCK and
SURFBIRD commenced collecting debris as spotted by TRANSPLANT TWO.

Terminated SAR operations. SURFBIRD transferred debris to ROCK via

small boat. SURFBIRD released to proceed on duty assigned. ROCK
commenced transit to Buckner Bay, Okinawa, ETA 060300Z .
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RESCUE REPORT SPECIAL MAXDLING REQUIRED IN ACCORDANCE WITH OPRAVINST PI750.GE
OPRAY_FORM 3750-13 (3-63) INSTRICTIONS:  SEE REVERSE O/NAY ALPORT SYMBEL 373¢. 14
1. reou ) 2. OATC OF wismAr 4. OATE OF *ESCUT
COSIANDING OFEICER USS ROCK (AGSS 274) S _APR 1968 | 5 APR_1968
9. LOCATION A%D DUTIES OF RESCUE VEMICLE 4, NESCUE VIMIGLE (Tepe/andel)
Providing Services to Airecraft Vie 27-05N, 130-00E (AGSS274
s, st or A (% ALSCIE VINICLE 54 | 8. TO BE RECUED %. ALKULD %, ALSCLC BACE UP WEANS
g l s Mg l 4 SAR Afrcrafet
7.0 TIME SCQUINCE OF EVENTS (Locel Date Time Grosp) . WEATHER COMNDIT IONS AT RESCUE SITE
TA Alert Ferniand | Bethed BA, WATUR TOMPERATURE| AN TRWFRATULAL "IN VILOCITY
0300 I Sighted strobe light upon surfacing | 65-68 °FI 67 °F [ 4=7 Knots
Ty —— lh---.. o Leone r 0. SCA STATE/WAVE -u.:mnnnw-n TERRAIN DESERIPTION ;
T Arrivid on Sconey Sesreh Reguired
0300 Sighted strobe light [ Sea state 1
. Locatrd Swrvivery duthed of Lacating |
0300 |hed flares about 2 miles |
TR BegmRetrimealy Mot Fus Sighted Firet . TQUIPWINTS ACTUALLY UILD DURING RISCUT
0321 |Liferaft alongside lieaving Line
. EndedReirimal) Sebseguentiy ‘ Swimmers
0324 |
. Location (1f different froe Tiee 3}

Survivors transferred to (DLG 24) FF1|
KWE Army Hospital, Okinawa

10, DIFFICATIES ENCONTEAED (Lént oll diffCealtion wad offeet sn [inel w
RETRIEVING, POST-RETRIEVAL)

None

1200

. t.r.. ALERTING PLR100, SEARCH/LOCATING,

"
PLESONIEL REQUIRING RESCLE GIVE REASON FOR RESCUE FACTORS COVPLICAT ING MESCUE ATIEMPT

NAME-LAST FIRST INITIAL Physic condition, i1grorance of equipment, seo state, etc.

P-3 Aircraft crashed

-3 Adrcraft crashed

P-3 Adrcraft crashed

P-3 Alrcraft crashed

DAAERS, (Training #f rencer Cenns or eraws, romswnication rgaiparnte/sshnigar, refrimal sqaipaeats/ tochaion

L testur wehicle)

Rescue of survivors/team USS ROCK. Drilled weekly man overboard.

13. ATTACH ENCLOSURES: WMNarratives of ssarch, location and rotrisving—Survivor's Haluqﬂﬂs ) {
A4, MAME AND TITLE OF SUBMITTING OFFICIAL | sicnaruer or summiTring
T. F. ARNOLD, LCDR, USN, Executive Officer, By direction [
5, NAME AND TITLE OF FORRARD MO OFFICIAL . | sionruee or reneanoind orfcin
— 1
orow
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